Dundas-Grant-Cleminson-Colledge
Sir JAMES DUNDAS-GRANT (in reply) said he proposed to enucleate these tonsils, and perhaps he would be able to have a drawing mnade of the case beforehand. Such cases as Mr. Tilley referred to had been seen at the Section at times; but the present one was quite different, the great peculiarity being the iiiultiplicity of the growths.
Case of Paralysis of Right Vocal Cord. By F. J. CLEMINSON, M.Ch. FEMALE, aged 49. Hoarse four months. No cause for paralysis found in neck or thorax. Probably due to pressure on right vagus from basilar meningitis of specific origin for which patient is being treated by Dr. D. McAlpine (by whom she was referred for a report on the larynx). Wassermann +. Occasionally recently a weakness of the right side of the palate has been observed.
I show this patient because I do not often see right-sided paralysis of the larynx. But last week I saw another patient who, eleven years ago, was sent into the country for a rest because his medical adviser was suspicious of the condition of the apex of his right lung. Lately he lhas had "acute laryngitis," has lost his voice, and I found his right cord was paralysed. But it was not in the cadaveric position; it was in the position of complete adduction, and I was doubtful as to whether it might be a paralysis which was of old standing, or whether, in view of its position, it was a recent one. I could find no cause for it in this instance. In the case I now show, the lesion is said to be basilar meningitis of syphilitic origin, and though the soft palate has been observed from time to time to show a little weakness on the right side, it was not noticeable when I saw her last.
Sir JAMES DUNDAS-GRANT said that a noisy stridor was said to occur when the patient was asleep. It could be explained by the extreme flaccidity of the right ary-epiglottic fold, which was remarkable and unusual.
Case of Double Abductor Paralysis.
By LIONEL COLLEDGE, F.R.C.S. MALE. Presented himself four years ago (then aged 70) in respiratory distress from double abductor paralysis, apparently of rapid onset in the course of ten days and requiring tracheotomy. The tube was worn for eighteen months, when it was discarded, because it was found that the left cord had become cadaveric, leaving sufficient space for the patient to breathe comfortably through the glottis. The present condition is that there is abductor paralysis of the right cord, whilst the left is cadaveric. No cause has ever been found for the laryngeal paralysis.
Discussion.-Dr. IRWIN MOORE said that this case was an example, and a very rare one. of Nature's "cure " of double abductor paralysis. In 1923 he went through nmuch of the literature, and he believed that this was the first case of this character shown at a meeting of this Section. He doubted whether any Memnber had observed a case of double abductor paralysis in which the cord had passed from the mid-line into the cadaveric position. Of fifty-three cases of abductor paralysis recorded between 1892 and 1898, only six developed complete recurrent paralysis. Of the remainder twenty-two had unilateral and twenty-five bilateral abductor paralysis, showing how small a chance there was that the cords would reach the complete stage of paralysis (cadaveric position). He asked whether any of the senior Members had ever seen this occur after the performance of tracheotomy. It was interesting to note that, in the case now recorded, eighteen months elapsed before the stenosis was relieved by the cord passing into the cadaveric position, and the tracheotomy tube could be dispensed with.
He did not think that there was complete fixation of the cord in this case.
MIr. COLLEDGE (in reply) said that he had not seen the patient for six weeks. He bad been under observation four years, and the swelling, now evident, had appeared since he saw the patient last. Therefore the picture now differed from that described in the notes. He showed the case because he had been able to trace the passage of the position from adduction
